The paper 'What is indigestion?' by Kingham, Fairclough and Dawson (p 183 ) makes a pica for more accurate definitions of indigestion and dyspepsia in medical writing. In the consulting room patients will use the word indigestion -an appropriate old English word meaning lack of digestion. However, the patient will use it in a much wider sense to indicate any abdominal discomfort from the lower as often as the upper part of the alimentary tract, and as this paper shows even passing wind may be included within indigestion. Obviously the. doctor must at once question what the patient is implying by the use of the word indigestion and he will soon be able to decide whether the symptom is likely to be coming from a disorder of the upper or lower part of the alimentary tract or indeed from the biliary system. ' Indigestion will indeed cover a very wide range of symptoms including re-tasting of food, waterbrash, reflux of fluid into the throat, heartburn, upper abdominal discomfort ranging from a sense of fullness to a troublesome pain, and the various windy syndromes, burping, belching and rumblings, which can come under the splended word coined by Ogden Nash -'burblence'. The patient with his limited medical vocabulary can be imprecise, but not always inaccurate: 'It's my stomach doctor'; this may include any of the symptoms so far mentioned. Naturally, the doctor is more precise and having been trained to think in scientific terms is more likely to use the Greek word 'dyspepsia' to describe symptoms which appear to be related to the upper part of the alimentary tract, and the irritable bowel syndrome for symptoms which may come from the intestine or colon. During the march of time and progress in medicine no doubt the patient will amend his complaint to say 'It's my guts doctor'. Semantics are important as it is essential for the doctor and patient not to be talking at cross purposes which could lead to quite unnecessary and expensive investigations.
On the first visit the doctor can make a clinical assessment of symptoms and decide whether the symptoms are likely to be due to disturbance of motility, 'functional', or an organic disease such as hiatus hernia or gastric or duodenal ulcer which will need investigation. A quick check on the patient's lifestyle is needed to see what adverse factors may be causing or aggravating his indigestion. These may include over-fatigue, lack of sleep, frustrations and other personal tensions, smoking, alcohol, anti-inflammatory tablets, laxatives, and intolerance to certain foods -in particular, fatty foods and coffee may be playing an important role. Giving the patient an OI4I-0768/83/030175-0Ij$OI.OO/O opportunity to unburden himself, often for the first time, can be both diagnostic and therapeutic and need not be too time-consuming. Unless there are persisting and troublesome well-defined symptoms, the decision to investigate further can be reasonably left to be made at the second visit.
Many patients will expect some medication: probably the simplest and most effective of all the available remedies is a simple peppermintflavoured antacid mixture or tablet. According to' the old herbal books our predecessors took peppermint tea for indigestion, and some still do. The essential oil has been long used for its antispasmodic, carminative, stimulant action but' particularly for its pleasant taste. Modern research has demonstrated that it has a remarkable effect on all smooth muscle activity,' including the alimentary tract. There must be many occasions when the benefit attributed to the antacid may have been augmented by the peppermint flavouring.
Indigestion accounts for nearly 5% of general practitioner consultations. Many may be functional but organic causes are indeed common; 10% of important work relates to the alimentary tract. It is important to appreciate that indigestion can be the presenting symptom in illnesses affecting other parts of the body such as early heart failure, chronic chest infections, particuarly tuberculosis and incipient renal failure.
Scientifically, the indigestion syndromes still offer great interest because there is still much to be learned about their mechanisms. The cause of pain in gastric and duodenal ulcer is not really known; neither acid nor spasm can be complete explanations, and products of protein digestion and potassium could come into the story. The role of biliary reflux causing gastritis is probably much more important than has been thought in the past, and .with an incompetent cardiooesophageal valve may cause oesophagitis, particularly in the elderly. The mechanisms of biliousness and the intolerance of certain fatty foods, coffee and other dietary factors have never been properly worked out, but probably relate to liver and gut enzyme deficiencies. The way in which motility disturbances of the intestine and colon give rise to symptoms is still largely surmise. Recent work unexpectedly suggests that prostaglandins may come into the picture, particularly in relation to certain food intolerances (Alum Jones et al. 1982) . There are still plenty of challenges for the younger generation.
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